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Attachment 4.19-A
Page 18]

State Plan Under Title XIX of the Social Security Act
Medical Assistance Program
State: NORTH CAROLINA

Payments for Medical and Remedial Care and Services: Inpatient Hospital

(0) An additional disproportionate share hospital payment for any fiscal year ending September
30, commencing with September 30, 2000 (subject to the availability of funds and to the
payment limits specified in this Paragraph) shall be paid to hospitals that: are designated as
critical access hospitals under 42 U.S.C. 1395i-4 for the fiscal year to which such payment

relates;

incurred for the 12-month period ending September 30 of the fiscal year to which

such payments relate unreimbursed costs for providing inpatient and outpatient services to

Medica

id patients; and qualify as a disproportionate share hospital under the minimum

requirements specified by 42 U.S.C. 1396r-4(d).

(1)

(2)

TN. NO. 00-19
Supersedes
TN. No. NEW

Qualification for any 12-month period ending September 30 shall be based on cost
report data and uninsured patient data certified to the Division by qualified hospitals
on or before September 1 of each year, for the fiscal year ending in the preceding
calendar year.

Payments made pursuant to this Paragraph shall be calculated and paid annually
after the calculation and payment of all other Medicaid payments of any kind to which
a hospital may be entitled for any fiscal year.

The payment to qualified hospitals under this Paragraph for any fiscal year shall bé
based on and shall not exceed the “Medicaid Deficit” for each hospital. The
Medicaid Deficit shall be calculated by ascertaining the reasonable costs of inpatient
and outpatient hospital Medicaid services less Medicaid payments received or to be
received for these services. For purposes of this Subparagraph:

(A) Reasonable costs shall be ascertained in accordance with the provisions of

the Medicare Provider Reimbursement Manual as defined in Paragraph (b)
on Page 9 of Attachment 4.19-A of this State Plan.

Approval Date o Eff. Date 09/18/00




Attachment 4.19-A
Page 18k

State Plan Under Title XiX of the Social Security Act
Medical Assistance Program
State: NORTH CAROLINA

Payments for Medical and Remedial Care and Services: Inpatient Hospital
(B) The phrase “Medicaid payments received or to be received for these
services” shall exciude all Medicaid disproportionate share hospital payments
received or to be received.

(C) The disproportionate share hospital payments to qualified hospitals pursuant
to this Paragraph shall be made on the basis of an estimate of costs incurred
and payments received for inpatient and outpatient Medicaid services during
the fiscal year to which the payment relates. The Director of the Division of
Medical Assistance shall determine the amount of the estimated payments
to be made by analysis of costs incurred and payments received for Medicaid
services as reported on cost reports for fiscal years ending during the
calendar year preceding the year to which the payment relates filed before
September 1 of the year to which the payment relates, and supplemented by
additional financial information available to the Director when the estimated
payments are calculated if and to the extent that the Director concludes that
the additional financial information is reliable and relevant.

GEC ¢ L 700
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TN. NO. NEW




Attachment 4.19-A
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State Plan Under Title XIX of the Social Security Act
Medical Assistance Program
State: NORTH CAROLINA

Payments for Medical and Remedial Care and Services: Inpatient Hospital

(D) The payment limits of the Social Security Act, Title XIX, Section 1923(g) (1)
applied to the payments authorized by this Paragraph require on a hospital-
specific basis that when this payment is added to other disproportionate
share hospital payments, the total disproportionate share payments shall not
exceed 100% of the total costs of providing inpatient and outpatient services
to Medicaid and uninsured patients for the fiscal year in which such
payments are made, less all payments received for services to Medicaid and
uninsured patients. The total of all disproportionate share hospital payments
shall not exceed the limits on disproportionate share hospital funding as
established for this State by HCFA in accordance with the provisions of the
Social Security Act, Title XIX, Section 1923 (f) for the fiscal year in which
such payments are made.

(E) To ensure that estimated payments pursuant to this Paragraph do not
exceed the upper limits to such payments established by applicable federal
law and regulation described in the preceding Subparagraph, such payments
shall be cost settled within 12 months of receipt of the completed cost report
covering the period for which such payments are made. No additional
payments shall be made in connection with such cost settiement.

(F) The payments authorized by this Paragraph shall be effective in accordance
with G.S. 108A-55(c).

L:L"\; PV SRS

TN. NO.00-19 Approval Date
Supersedes
TN. NO.NEW

Eff. Date 09/18/00




